Two patients with atypical focal necrotising herpes simplex encephalitis are described. They presented with relatively mild clinical disease but despite treatment with acyclovir (10 mglkg/day for three days in case 1 and 10 days in case 2) they developed dramatic, progressive changes (shown on brain CT) that mimicked space occupying lesions of the temporal lobes. Both patients therefore had a diagnostic and therapeutic temporal lesionectomy followed by further 10 day courses of acyclovir. They subsequently went on to make good clinical and neuropsychological recoveries.
Abstract
Two patients with atypical focal necrotising herpes simplex encephalitis are described. They presented with relatively mild clinical disease but despite treatment with acyclovir (10 mglkg/day for three days in case 1 and 10 days in case 2) they developed dramatic, progressive changes (shown on brain CT) that mimicked space occupying lesions of the temporal lobes. Both patients therefore had a diagnostic and therapeutic temporal lesionectomy followed by further 10 day courses of acyclovir. They subsequently went on to make good clinical and neuropsychological recoveries.
(y Neurol Neurosurg Psychiatry 1994;57: [1115] [1116] [1117] Herpes simplex encephalitis (HSE) typically presents as an acute pyrexial illness associated with altered conscious level, confusion, behavioural changes, seizures, and focal symptoms and signs related to preferential involvement of the temporal lobes.' Acyclovir has been shown to dramatically reduce the mortality, from around 70% to 20%.2 Considerable neurological morbidity remains, however-up to 30% in one series2-with this being highest in patients with necrotising encephalitis.
We report two cases of atypical focal necrotising HSE who presented with relatively mild symptoms but had dramatic progressive focal changes on brain CT, which caused diagnostic confusion. Both made very good recoveries after surgical intervention. A diagnosis of possible HSE was made and he was started on acyclovir (10 mg/kg/day). At neurological review three days later, it was considered that he was too well to have HSE and therefore the acyclovir was stopped. He continued to have a mild headache and low grade fever and subsequently had two generalised tonic-clonic seizures. A repeat brain CT showed an area of low density in the right frontotemporal area and repeat CSF examination showed a persistent lymphocytosis of greater than 700 cells/mm3 and a protein concentration of 1-3 g/l. An EEG showed widespread abnormalities with sharp complexes on the right compatible with HSE. Ten days after admission he developed a partial right third nerve palsy with pupil involvement and became slightly drowsy (Glasgow coma scale 14). Repeat brain CT showed a mixed low and high attenuation lesion in the right temporal lobe with some midline shift and ring enhancement (figure (A)). This raised the possibility of a subdural empyaema, a cerebral abscess, or necrotising encephalitis. He was therefore started on intravenous antibiotics and dexamethasone and transferred to the neurosurgical unit.
The next day he had a craniotomy, which showed a necrotic right temporal lobe with multiple cortical haemorrhages. A piecemeal temporal lobectomy was performed of all three temporal gyri plus the amygdala and hippocampus. Histology showed necrotic brain tissue with pronounced lymphocytic infiltration and occasional nuclear inclusion bodies. Immunocytochemistry for herpes simplex type 1 virus was positive (figure (B)) and herpes simplex type 1 virus was isolated from the tissue. After operation, a complete 10 day course of acyclovir was given and the patient made an uncomplicated recovery.
Three months after the operation he was back to his normal job with no complaints. At one year the patient considered that he had made a full recovery. He had experienced no 
Subsequently, both patients had extensive psychological testing with the following: National audit reading test; WAIS-R; Warrington recognition memory tests for words and faces; paragraph recall; copy and recall of the Rey complex figure; language screening tests covering comprehension, repetition, naming, reading, and writing; a test of motor praxis; perceptual screening tests; Hooper visual organisation test items; Wisconsin card sorting; generation of words in given categories; and the cognitive estimation test. The younger patient's performances were compared with the youngest adult norms, which would tend to lead to an underestimation of his abilities.
The first patient, assessed only two months after the onset of his illness, had no evidence of intellectual deterioration compared with his premorbid estimate. Language was normal and calculation excellent. He performed normally or above average on all tests except for the WAIS-R object assembling and picture arrangement subtests and copying the Rey complex figure, where he performed slightly below average, and recall of the Rey complex, where his performance was in the definitely impaired range. One month later there had been further improvement and he returned to work as a computer consultant shortly afterwards.
The second patient, assessed 15 months after his illness, performed normally or better than average on all tests and subtests except that on the Warrington memory tests his memory for faces was only average and not as good as his memory for words. His talents in musical composition and performance were apparently undiminished. He was doing well at school and was planning to go to university.
Discussion
These two cases of focal necrotising HSE show a distinct clinical course. Both presented with a short history suggestive of HSE and both improved with acyclovir (although the first patient did not have a complete course). There was a persistent low grade fever and when the acyclovir was stopped there was some clinical deterioration. This has been reported previously, even after a full 10 day course of acyclovir. 
